This column will argue in the affirmative for the above claim by advancing four arguments:
Nurse practitioners (NPs) are able to 1. substantially perform many tasks performed in primary care; NPs complement the work of other primary 2.
care workers; NPs are not remunerated at the same rate as 3.
other primary care workers; NPs don't take as long to train as other 4.
primary care workers.
All of these arguments are premised on the assumption that the fundamental driver is to improve service user outcomes NOT to accrue more professional status or power for NPs. These arguments are also premised on the assumption that general practitioners (GPs) have a significant role to play in primary care and that 'task substitution' should be part of a collaborative process of understanding between NPs and GPs. We have also assumed that the 'task substitution' referred to is that between NPs and GPs. A GP-NP model evaluating medical decisionmaking demonstrated significant cost savings when 1207 patients in an academic medical centre were randomised to either standard treatment or to a GP-NP model. 3 Taking this a step further, as there is evidence that NPs offer more advice/ information, have more complete documentation, and better communication skills than GPs, 4 a collaborative team would more likely enhance the aim to improve quality health care for an ever increasingly complex patient.
3. NPs are not as expensive as GPs and hence it makes good sense to use them for substantive task substitution in those areas where they can make the most positive contribution. The median hourly cost of a NP has been estimated to be onethird to one-half the cost of a GP. 1 A study of 26 primary care practices with approximately two million visits by 206 providers determined that the labour costs per visit were lower in practices where NPs were used to a greater extent; and 23% below the average cost of other primary care providers with a 21% reduction in hospital inpatient rates and 24% lower lab utilisation rates compared to GPs. 5 Jenkin's and Torrisi's 1995 study compared a GP-managed practice with a NP-managed practice within the same care organisation. The NP-managed practice had 43% of the total emergency department visits, 38% of the inpatient days, and a total annualised per member monthly cost that was 50% that of the GP practice. 1 In a GP practice, adding a NP to the practice could virtually double the typical patient population seen by a GP. One of the writers' experiences at a North Island, New Zealand primary health care clinic found that the GPs were essentially fully booked for the day approximately one half-hour after the practice opened for the day. Adding a NP allowed walk-in patients to be evaluated and treated which in many cases prevented an emergency department visit, disruption to the GP-scheduled patient flow, and an unnecessary inconvenience to the patient who otherwise might have had to return the next day.
In a GP practice, adding a NP to the practice could virtually double the typical patient population seen by a GP 4. NPs don't take as long to train as GPs and hence they can more speedily be recruited, particularly in areas where there are difficulties recruiting GPs. Internationally, NPs have been proven to be cost-effective providers of high-quality care 6 and eager to care for the under served population. The NP preparations have been estimated to cost 20-25% that of GP preparation. 1 In conclusion, substitution of GPs by NPs in primary care has been studied extensively within the primary health care setting. A meta-analysis which included 25 articles relating to 16 studies comparing outcomes of primary care nurses and GPs demonstrated that the quality of care provided by nurses was as high as that of the GPs and could be provided in a cost-effective manner. The satisfaction level of care for patients was higher with nurses. Studies included a range of care delivery models, with nurses providing first access, ongoing management, and urgent care for many of the patient groups. 7 
